spine; it does not radiate to the limbs or around the chest-wall. The patient has never complained of motor or sensory disturbances in the limbs and sphincter control is normal. It is onlv recently that he has been vaguely aware of a spinal deformity. Patchy pignmentation of the skin has been present since early childhood. His mother, aged 50, who is in good health, is said to have numerous lumps all over her body.
Physical examination.-Universal patchy brown pigmentation of irregular distribution. A few small cutaneous lumps on the trunk and a few subcutaneous nodules on the trunk and limbs. All are soft, circumscribed and painless. Severe scructural scoliosis, primary curve to left in thoracic region.
X-ray examination (Mr. C. W. Durward).-Severe scoliosis; ? cystic areas in several of the mid-thoracic vertebrae (one shown in accompanying illustration, p. 11).
Pelvis and femora normal.
Comment.-Structural scoliosis is of sufficiently frequent occurrence in von Recklinghausen's disease to merit recognition as one of its complications. It may be neurogenic in origin or due to changes in the vertebrae. Seeing that motor paralysis is not a feature of von Recklinghausen's disease, and that bony changes are well known, it is reasonable to suppose that the scoliosis is due to neurofibromatous deposits in the vertebral bodies. Such changes in the pelvis and long bones have been well described by Brooks & Lehman (Surg., Gyn. and Obst., 1924, 38, 587), and others. Skiagrams of the spine in Capener's case (Proc. Roy. Soc. lled., 1935, 28, 1368) showed cystic areas in the vertebrmn, and similar shadows are present in this case.
The question of treatment is of more than academic importance. In the present case, the patient is most anxious that something should be done to relieve his pain. In another well-known case shown before the Clinical Section by Dr. Parkes Weber (Proc. Roy. Soc. M211ed., 1934, 27, 638), a severe paraplegia developed and was due to gross spinal deformity that had progressed unchecked for a number of years. Apart from such palliative measures as the fitting of a spinal support, spinal fusion seems to be the only possible line of treatment. Though it is unlikely that the most successful fusion would completely arrest the progress of the deformity, it is possible that it might retard its development considerably.
[December 3, 1935] Recurrent Dislocation of the Shoulder By H. F. MOSELEY, F.R.C.S. THIS paper is an attempt to evaluate the end-results of the various operations for recurrent dislocation of the shoulder. I have to-day shown several cases. They represent examples taken from a group followed up from hospital and private cases: ten of the President s, eight of Mr. Bristow's, fifteen of Mr. Girdlestone's, five of Mr. Perkins', and one of Mr. Boggon's. Out of twenty-four cases in the records of St. Thomas's Hospital sixteen have been traced and examined during the past four months. Mr. Girdlestone's cases being scattered over a wide area, it was only possible to examine two personally, the others replying to a questionnaire.
For the purposes of this analysis the operative procedures employed may be divided into three groups: (a) The muscle-sling operation. (b) The anterior-block operation. (c) The check-ligament operation, in which fascia or tendon is used as a sling to prevent excessive excursion of the head of the humerus in its various movements. The procedures introduced by Gallie, Henderson, and Nicola may be cited as examples.
The mutscle-sling operation.-The principle of Clairmont's operation consists in separating the posterior portion of the deltoid, bringing it forward through the quadrilateral space, and fixing it anteriorly. Thus we have a slip of muscle which contracts on abduction of the arm and acts as a sling, limiting the downward movement of the humeral head. This is the most difficult of the various operations and one finds it especially so in patients with the short, fleshy deltoid, where the slip may not be sufficiently long to fix anteriorly. Further, the cases subject to epilepsy bring out the fact that the anterior attachment is often not capable of severe strain. Eight out of ten cases operated upon by this method were traced and examined. The information is collected in Table I . Of these, six cases have been classified by me as perfect results, although four of these have had from two to four subluxations since operation. These subluxations occurred, with one exception, within the year following the operation, which seems to be a characteristic feature.
Two cases were failures; both patients were subject to epilepsy. The second l)atient in this table, however, had only one fit, i.e. at the time of the original dislocation, and the recurrence after operation was not due to forcible falls during attacks. This patient was operated upon a second time in 1930, when a fascial sling, limiting abduction and external rotation of the humeral head, was constructed, and he has been free from dislocations since. His abduction and external rotation, hlowever, are both still limited by about 30 . The sixth case is a complete failure and the patient wears an appliance limiting abduction beyond 400. Case 2 alone shows any limitation of movement, wlhich is 300 limitation both of abduietion and external rotation.
From these few cases we may deduce that Clairmont's operation, properly performed, can give a perfect end-result in the majority of cases not subject to epilepsy, although there is a tendency to subluxation in half the cases during the year following the surgical intervention.
Henderson of the Mayo Clinic reports eight cases with four cures. The anterior-block operation.--This operation goes by the name of Bankhart, in England, and of Oudard, in France. It consists of the anterior approach to the shoulder through the delto-pectoral interval. The tip of the coracoid, with attached coraco-brachialis and biceps, is detached and turned downwards. The subscapularis tendon and anterior capsule are incised in the long axis of the limb, and the joint is opened. The further procedure depends on what is found. If the glenoid labrum is found detached, it is sewn back, if that is possible, otherwise the free part is removed. The coracoid process is either sutured near its original position or sutured low down to the lower part of the tendon of the subscapularis, as in the operation of Oudard, which gives an increased scarring to the anterior part of the joint.
Also the tenotomy of the subscapularis, if left unsutured, removes what some authorities regard as the deforming muscle.
Nineteen cases treated by this procedure are summarized in Table II . Seventeen can be classified as perfect results, since they show full strength and have been free from recurrence.
One case associated with epilepsy is classified very good. There has been no further dislocation, but there is 30°limitation of abduction and external rotation. Two patients present a tendency to subluxation. Both state that the operation has been beneficial in that it has enabled them to do their work, which was previously impossible. The recurrent subluxation, however, gives a feeling of uncertainty which prevents full use and confidence in the affected shoulder.
Thus this operation resulted in complete relief from dislocations in seventeen out of nineteen cases, including one epileptic, and in great improvement in the remaining two.
Oudard reports fifteen cases without recurrence. Check liqament type of operation.-Twelve cases of the third group were treated by the procedure recently introduced and described by Nicola, and are summarized in Table III . One other case treated by a fascial sling was mentioned in the first group and gave a perfect result.
The principle of Nicola's operation consists in passing the long tendon of the biceps, denuded of synovial membrane, through the head of the humerus, in such a way as to pass from a point in the bicipital groove one inch below the transhumeral ligament to a point on the articular service at least three-quarters of an inch beyond its edge. With the humerus held in a position of 90°abduction, the cut end is then sutured to the transhumeral ligament and the periosteum, and also to the distal end of the tendon.
Of the whole number, ten are free from dislocations and have free movement and power. Two have suffered slight subluxation and even now have not full confidence in the shoulder. Nicola in his paper this year summarizes thirty-seven cases, with one recurrence due to severe trauma where it is probable that the tendon must have been ruptured.
Henderson reports twenty-nine cases treated by tenosuspension, with perfect results in twenty-seven. This includes five cases of epilepsy, in three of which the patients are cured, one improved and one a failure.
I have to thank the President, and those other surgeons who have afforded me the privilege of studying their cases.
Dr. E. BURCKHARDT (Zurich): As assistant to Professor Clairmont of Zurich, whose operation for recurrent dislocation of the shoulder has just been discussed, I have the honour of saying a few words.
Unfortunately I am not in a position to give my chief's results in the form of statistics, as the 26 cases treated at the Zurich Clinic by his method since 1925, have not yet been worked up in this form, but I can say now that the objective and subjective results have been very satisfactory, so that Professor Clairmont has not so far seen any reason to nmodify or to abandon the operation. He does, however, state clearly that the operation is technically difficult and requires the greatest care.
The principle of forming a loop round the head of the humerus with the posterior part of the deltoid is known to you all, but among the many details which might be discussed here I will mention one which is most inmportant for the success of the operation. The loop of muscle which is to be formed must encircle the neck of the humerus as closely as possible, since a wide loop cannot naturally act as an annular ligament. This condition can only be fulfilled if the arm is in abduction, for in this position the lateral axillary space comes closest to the acromion. The muscle flap must be fixed with the arm in this position, and it must be maintained in this position until healing has taken place. In Clairmont's Clinic this is done by means of an abduction splint made of Kramer splints.
As the operation is often difficult, for anatomical reasons, and requires the greatest care during after-treatment, Professor Clairmont himself acknowledges that the result cannot be
